This 2005 Louis I. Dublin Award Address explores some of the basic difficulties and controversies inherent in the development and universal acceptance of a nomenclature for suicidology. Highlighted are some of the unresolved challenges with agreeing upon a mutually exclusive set of terms to describe suicidal thoughts, intentions, motivations, and self-destructive behaviors.
There now is converging research evidence (Shneidman, 1968) . The Beck classification and nomenclature scheme (Beck et al., 1973 ; that clinically important differences exist among suicide ideators, suicide attempters Beck, Resnick, & Lettieri, 1974) identified three categories (completed suicide, suicide and multiple attempters; yet it is not unusual to read research studies or media accounts attempt, and suicidal ideation), each of which had five defining criteria (certainty, lethality, where suicide-related terms are not defined, used interchangeably, or have different meanintent, mitigating circumstances, and methods). Maris (1992) proposed a multi-axial ings depending on the author(s). Many of these studies do not use the same definitions classification of suicidal behaviors and ideation that had five categories (completed suifor the outcome variables nor rigorously define the populations being studied. In order cide, nonfatal suicide attempts, suicidal ideation, mixed or uncertain mode, and indirect to understand, assess, treat, predict, or prevent suicide and suicidal behaviors, we must self-destructive behavior) with 11 measurable categories for classification. The WHO/EURO be able to accurately specify and define the types and the subtypes of suicide and suicidal Multicentre Study on Parasuicide (Platt et al., 1992) , conducted in 19 European counbehaviors (nomenclature), and clearly categorize the different clinical presentations into tries, also used a standardized nomenclature (see Ellis, 1988; Hawton & van Heeringen, distinct groups (classification) .
2000; Maris, Berman, & Silverman, 2000; and Schmidtke, Bille-Brahe, De Leo, & Kerk- 
NOMENCLATURE AND
hof, 2004 for a more detailed discussion).
CLASSIFICATION SCHEMES
Nevertheless, the universal acceptance and usage of these classification schemes have There have been prior attempts to been hindered by the lack of agreed-upon codify nomenclature and classification schemes nomenclature (terms), operational definitions, measures of intent, lethality measures, and measurements for suicidal behaviors. The Language of Suicidology This paper will attempt to elucidate some of iors and is based on a logical and minimum set of necessary component elements that has these issues and offer some perspectives.
utility (e.g., can be easily applied). The purpose of a nomenclature is to facilitate communication among clinicians, researchers,
STANDARDIZING A NOMENCLATURE
and public health practitioners by providing terms that can be applied in different settings and populations. An ideal nomenclature The need for, and importance of, a standard nomenclature have been recognized should enhance clarity of communication, be theory neutral (applicable across all theoretiby many suicide researchers and clinicians (Dear, 2001; De Leo, Burgis, Bertolote, Kerk- cal perspectives), culturally normative (avoid cultural beliefs and biases, judgments, and hof, & Linehan, 2000; Maris et al., 2000; Marusic, 2004; Mayo, values) , and contain mutually exclusive terms that encompass the entire spectrum of sui-1992; O'Carroll et al., 1996; Rosenberg et al., 1988; Rudd, 1997; Rudd & Joiner, 1998) .
cidal thoughts and actions. Further, as the field develops, more terms are being added without regard for clarity and Clinical Advantages purity of communication. In the field of linguistics, Bergenholtz (1975) refers to an un- Rudd (2000, pp. 58-59) has elegantly identified the advantages of a standard nocontrolled drive by scholars to create new terms, or to use existing terms in new ways. menclature for clinical practice: (1) improved clarity, precision, and consistency of a single The net result is that, all too often, the same concept is denoted using different terms, clinician's practice of risk assessment, management, and treatment both over time for while at the same time identical terms often mean different things, depending on whom an individual patient and across suicidal patients; (2) improved clarity, precision, and one reads (Peeters, 2000) .
As noted by Simon Winchester (1998) consistency of communication(s) among clinicians regarding issues of risk assessment, in his popular book about the making of the Oxford English Dictionary, the concept of a ongoing management, and treatment; (3) improved clarity in documentation of suicide dictionary was to be "an inventory of the language," not a guide for its usage. O'Carroll risk assessment, clinical decision making, related management decisions, and ongoing et al. (1996) felt that a nomenclature forms the basis for, but is distinct from, a formal treatment; (4) elimination of inaccurate and potentially pejorative terminology; (5) imclassification scheme. Unlike a classification system, a nomenclature does not aim to be proved communication (and rapport) between the clinician and patient; and (6) elimiexhaustive or to precisely mirror reality; the aim is communication, utility, and undernation of the goal of prediction by recognizing the importance and complexity of implicit standing . Definitions should not be explanations. Defining a word and explicit suicide intent in determining ultimate clinical outcome. Similar advantages or behavior is not the same as saying why the word exists, or what causes the behavior. Opare applicable to research studies with the goal of being able to compare populations erational definitions, on the other hand, suggest how the word or behavior should be and findings across studies. measured (Maris et al., 2000) , so the first challenge is to establish a universally ac- (1) outcome of the belast 12 months, 3.3% had suicidal ideation, 1.0% had a plan, and 0.6% experienced suihavior (death); (2) agency of the act (selfinflicted-done by oneself and to oneself); cide attempts. The CDC's Youth Risk Behavior Survey monitors high school students' (3) intention to die in order to achieve a different status; and (4) consciousness (aware-(grades 9-12) self-reports on a range of health behaviors. In 2003, within the last 12 ness) of the outcome, including being indirect or passive months, 16 .9% seriously considered attempting suicide, 16.5% made a plan, and 8.5% Farberow, 1980; Maris et al., 2000) . Thus, a comprehensive definition of suicide rests on attempted suicide (CDC, 2005) . Trying to reconcile or interpret these numbers is probunequivacable criteria for clarifying the intent to die and determining whether an indilematic, because these terms are all selfdefined and these thoughts and behaviors are vidual was aware, in advance, of the consequences of their behavior (whether direct, all self-reported.
indirect, or passive).
The three components that coroners use to legally distinguish suicide from other DEFINING SUICIDE deaths due to natural causes, accidental death, and homicide (e.g., The NASH classiIf we accept the premise that suicidal ideation and motivation (cognitions), intent fication) are: (1) death as the result of injuries, poisoning, or suffocation; (2) self-inflicted; and (emotions), threats (verbalizations), and gestures and attempts (behaviors) are related to (3) intentionally inflicted (O'Carroll et al., 1996; Rosenberg et al., 1988) . This classificasuicide (death, or the cessation of thinking, feeling, and behaving), then we must first detion, however, leaves the concept of "intentionally inflicted" undefined, and limits the fine the term suicide so that we have a starting point to reference and define all the other remethod of death to just a consideration of injuries, poisoning, or suffocation. lated cognitions, emotions, and behaviors. Maris et al. (2000) identified six definitions of suicide in the literature and De Leo et al. Measuring Psychological Intent and Medical Lethality (2004) reported eight frequently reported definitions of suicide. Merging the two lists, with the inclusion of additional definitions For there to be suicidal behavior there needs to be an established intent to die and a found in the scientific literature, yielded a total of 15 commonly referenced definitions of measurable medical lethality associated with the behavior. These two constructs can be suicide (see Table 1 ). Most of these definitions are theoretically bound, representing evaluated by asking the individual (self-report), or they can be inferred from the potential leperspectives from sociology, psychiatry, psychology, public health, and philosophy, among thality of the behavior, the circumstances surrounding the behavior, or the presence of others.
These definitions have essentially dea suicide note. Linehan (2000) suggests that there are two measures of intent: implicit infined suicide in one of three ways: a deliberate act of self-destruction that results in tent (intent inferred from the behavior itself) and explicit intent (intent directly communideath; a conscious self-directed act with the intent to die; or a willful self-inflicted lifecated by the individual). As Wagner, Wong, and Jobes (2002) have observed, the presence threatening act resulting in death (Marusic, 2004; Retterstol, 1993) . The key differences and degree of suicidal intent often is difficult to determine due to the ambivalence of the in these definitions are based on the theoretical orientations (e.g., psychology, sociology, individual as to whether they really wanted
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The Language of Suicidology All cases of death resulting directly or indirectly from a posiEmile Durkheim 1897/1951 tive or negative act of the victim himself, which he knows will produce this result. Suicide is (1) a murder (selbstmord) (involving hatred or the Karl Menninger 1938 wish-to-kill), (2) a murder by the self (often involving guilt or the wish-to-be-killed), and (3) the wish-to-die (involving hope-lessness). pecting a potentially fatal outcome, has initiated and carried out with the purpose of bringing about wanted changes.
to die, or the individual's denial, minimizaing intent is to seek a correlation between the expected and actual outcome of the method tion, or inflation of their suicidal intent, either to achieve a desired end or to manage used; however, self-report of intent can be quite unreliable. Furthermore, it is not easy their own anxiety. One approach to measur-to infer intent when basing the decision on time suicide plan, and 4.6% reported a suicide attempt sometime in their life. Of the the medical lethality of the behavior and its outcome (Linehan, 1986) . Brown et al. (2004) attempters, 39.3% made a "serious" lifethreatening attempt, 13.3% made a "serious" found that the accuracy of expectations about the likelihood of dying moderates the relaattempt but did not use a "fool-proof" method, and 47.3% made a "cry for help" tionship between suicide intent and medical lethality.
and did not want to die. Thus, close to 50% of those who reported at least one suicide atThe medical lethality and the circumstances that led to the self-harm also may be tempt are defining that behavior as a "cry for help." Kreitman, Philip, Greer, and Bagley difficult to determine, because here, too, the clinician is often dependent on self-report.
(1969) stated that "the term 'attempted suicide' is highly unsatisfactory, for the excellent The determination of whether a behavior is truly a suicide attempt can involve a great reason that the great majority of patients so designated are not in fact attempting suicide" deal of subjectivity and inference, and be based on the degree of the clinician's past ex-(pp. 746-747). Meehan, Lamb, Saltzman, and O'Carroll (1992) found that for every ten perience and training. Assigning weights to intent and lethality is often a balancing act self-reported attempts, only one resulted in hospitalization. Two others resulted in some that is influenced by additional factors, such as the gender of the individual and whether form of medical attention. The intent and lethality of the other 70% was unknown, serithere is external information from reliable sources.
ously compromising the validity of selfreported "suicide attempts." In reviewing Measuring suicide intent is believed by some to be more useful than measuring the these studies, O'Carroll et al. (1996) concluded that, "Because the term 'attempted lethality of the attempts (Harriss, Hawton, & Zahl, 2005) . From a research perspective, acsuicide' potentially means so many different things, it runs the risk of meaning nothing at curate assessment of intent is necessary to characterize a study sample in a way that all" (p. 238). The term is vastly overused and misunderstood, and often is used to describe maximizes participant homogeneity within categories, and subsequently maximizes vaother forms of self-injury and psychological distress. lidity and communicability of the findings (Kidd, 2003) . Assessment of intent is critical At present, suicide attempt continues to have different meanings to different people. to the operationalization of suicidal behaviors, but many studies do not include assessSome have offered alternatives terms such as "parasuicide" (Kreitman, 1977) , "nonfatal suiment of intent in their effort to operationalize the range of suicidal behaviors (Linehan, cidal behaviors" (Canetto & Lester, 1995) , and "deliberate self-harm" (Zahl & Hawton, 2000) .
2004). These terms are generally applied to self-injurious behaviors, whether suicide intent is present or not; however, as has been
DEFINING SUICIDE ATTEMPT
pointed out by others, these terms are more heterogeneous than "suicide attempt," beInasmuch as the definition of suicide includes the elements of self-inflicted injury cause they can include behaviors spanning the entire range of suicide intent and medical with the intent to die, any meaningful definition of suicide attempt should also incorporate lethality (Linehan, 1986; Wagner et al., 2002) . Furthermore, each of these terms have been a high likelihood of death, as well as one's true intent to kill oneself. Kessler, Borges, defined and used in multiple ways (see Table  2 ). The use of multiple definitions and terms and Walters (1999) found that among U.S. citizens (aged 15-54 years) in 1990-92, 13.5%
for nonfatal self-destructive behaviors creates linguistic, operational, theoretical, and cliniself-reported having suicidal ideation at some point in their lifetime, 3.9% reported a lifecal confusion. The term deliberate self-harm (Platt et al., 1992) An act with nonfatal outcome, in which an individual deliberately initiates a nonhabitual behavior that, without intervention from others, will cause self-harm, or deliberately ingests a substance in excess of the prescribed or generally recognized therapeutic dosage, and which is aimed at realizing changes which the subject desired via the actual or expected physical sequences.
O 'Carroll et al. (1996) Definition of Suicide Attempt A potentially self-injurious behavior with a nonfatal outcome, for which there is evidence (either explicit or implicit) that the person intended at some (nonzero) level to kill himself/herself. A suicide attempt may or may not result in injuries.
National Strategy for Suicide Prevention (2001) Definition of Suicide Attempt
A potentially self-injurious behavior with a nonfatal outcome, for which there is evidence that the person intended to kill himself or herself; a suicide attempt may or may not result in injuries.
National Strategy for Suicide Prevention (2001) Definition of Suicidal Act
A potentially self-injurious behavior for which there is evidence that the person probably intended to kill himself or herself; a suicidal act may result in death, injuries, or no injuries.
Goldsmith et al. (2002) Definition of Suicide Attempt
A nonfatal, self-inflicted destructive act with explicit or inferred intent to die. (Note: important aspects include the frequency and recency of attempt(s), and the person's perception of the likelihood of death from the method used, or intended for use, medical lethality, and/or damage resulting from method used, diagnoses, and demographics.)
Hawton et al. (2003) Definition of Deliberate Self-Harm
Deliberate self-harm includes nonfatal self-poisoning and self-injury, irrespective of motivation.
DeLeo et al. (2004) Definition of Nonfatal Suicidal Behavior (with or without injuries)
A nonhabitual act with nonfatal outcome that the individual, expecting to, or taking the risk, to die or to inflict bodily harm, initiated and carried out with the purpose of bringing about wanted changes.
AAS/SPRC (2006) Definition of Suicide Attempt
A potentially self-injurious behavior with a nonfatal outcome, for which there is evidence that the person had the intent to kill him/herself, but failed, was rescued or thwarted, or changed one's mind. A suicide attempt may or may not result in injuries.
AAS/SPRC (2006) Definition of Deliberate Self-Harm
Intentional self-injurious behavior where there is no evidence of intent to die. DSH includes various methods by which individuals injure themselves, such as self-laceration, self-battering, taking overdoses, or exhibiting deliberate recklessness.
(DSH) is being used widely in Europe to inal., 2002). Self-poisoning is defined as the intentional self-administration of more than clude nonfatal intentional self-poisoning and self-injury, irrespective of motivation (Hawthe prescribed dose of any drug, whether or not there is evidence that the act was inton, Zahl, & Weatherall, 2003) . This broader term for self-harming behavior takes into actended to cause self-harm, and includes poisoning with non-ingestible substances and count the fact that motivation for self-harming behavior is often complex (Hjelmeland et gas, overdoses of recreational drugs, and se-vere alcohol intoxication where clinical staff able, but the judgments of the expert suicidologists were no better. Clinicians provided consider such cases to be acts of self-harm. Self-injury is defined as any injury recognized with a definition were no more reliable than those without the definition. These results by clinical staff as having been intentionally (deliberately) self-inflicted (Harriss et al., may be due to how professionals weigh the individual contributions of suicidal intent and 2005; Hawton, Fagg, Simkin, Bale, & Bond, 1997). Of note is that the application of these medical lethality in their decisions about judging suicide attempts. The general clinicians terms to intentional behaviors resides with the judgment of clinicians.
seemed to have relied on intent more heavily than lethality in making their decisions. Wag- Meehan et al. (1992) suggest that in order to better differentiate the behaviors ner et al. concluded that it is difficult to perfect a binary definition, and opted for a deficurrently included under the rubric suicide attempt, a series of questions are needed with nition that is inherently imprecise "so as to allow for several shades of gray" (p. 287). independent verification from a knowledgeable source such as an emergency room phyThey borrowed an approach from the fuzzy logic subfield of engineering and applied it sician, in addition to the self-report from the individual. The series of questions should to the concept of suicide attempt, suggesting that the term is meaningful despite beelicit a description of the injury that occurred, if any, so that independent raters may judge ing inherently uncertain and imprecise. They suggest that there is no entirely objecthe potential lethality of the event; whether medical attention or hospitalization followed; tive measure that captures variations in suicide attempt-ness, and suggest the developand whether the self-injury was indeed intended to cause one's own death. Without ment of several different sets of operational criteria for a suicide attempt, which vary desuch data, and assurances that the data are reliable and valid, Meehan et al. concluded pending upon the specific purpose or setting. that we cannot accurately understand the phenomenon of suicidal behavior. FurtherAs long as the term remains poorly defined, it becomes impossible to accurately more, they point out that, "Most significant among the limitations. . . . There is no way know by self-report how many individuals have had a history of a prior suicide attempt. to determine if the youths' recollections and the attributions accurately reflect their psyAs a result it becomes difficult to develop meaningful and specific intervention stratechological state at the time of the suicide attempts" (p. 43). Currently no standardized or gies for high-risk groups, especially if they are not identified as such (Kidd, 2003) . widely accepted set of questions or investigations exist to address these limitations.
The inherent ambiguity of the term suicide attempt is not limited to the individuals
SYNONYMS AND EUPHEMISMS
who self-report suicidal behaviors. Wagner et al. (2002) asked 14 expert suicidologists and 59 general mental health clinicians to judge If we accept that there is no standardized nomenclature for suicidology, then we whether each of ten vignettes of actual adolescent self-harm behaviors was, indeed, a can appreciate why there are so many synonyms in use to describe aspects of the suisuicide attempt. Low levels of agreement were found within each group surveyed, even cidal process. Tables 3-7 provide some examples of terms found in the research and when half of the general mental health clinicians were provided with the O'Carroll et al.
clinical literature which approximate or substitute for more commonly used terminology (1996) definition of suicide attempt. The suicide attempt judgments made by the general and concepts. In my opinion these synonyms and euphemisms obfuscate our communicamental health clinicians who were not provided a standard definition were not very relitions. Brent, 2005) . Suicidality has become an allmotivation, intent, gesturing, threatening, inclusive term to capture the full range of planning, or attempting, or some combinasuicidal thoughts and behaviors-just short tion of these different cognitive, emotional, of death by suicide; however, the National and behavioral states? If there is no univerStrategy for Suicide Prevention (2001) desally accepted definition of suicide, then it fined it as "a term that encompasses suicidal becomes difficult, if not impossible, to define thoughts, ideation, plans, suicide attempts, suicidal, or to classify an individual as being and completed suicide" (p. 203). suicidal. For example, the National Institute Many studies discuss "the emergence of Mental Health (1995) defined suicidal beof suicidality" as an outcome or dependent havior as including "ideation, verbalization, variable, as if one can combine thoughts, inthreats, plans, attempts, deliberate self-injurtent, access to means, gestures, and attempts ies, and other self-destructive behaviors that all into one category that is homogeneous may be suspect."
and describes one group of individuals with From my perspective, one of the obsimilar states and traits. The term lacks the fuscations in terminology is the ubiquitous specificity that is needed in order to commuuse of the term suicidality. This term also has nicate accurately (see Table 8 ). With so much many definitions, including, but not limited latitude in its definition, it becomes challenging to determine whether possessing or expressing suicidality is a trait or state of being often associated with suicide and suicidal beprecise meaning. The continued use of certain ackward and possibly imprecise terms haviors (Table 10 ). These terms are also not uniformly defined or used, are very value perpetuates the stigma associated with suicide and suicidal behaviors, and removing laden, and are time sensitive.
them from the lexicon may be helpful (see Table 11 ). For example, successful attempt can Removing Stigmatizing Terminology connote something positive about a negative act. The use of terms such as unsuccessful atRecently, Simon (2006) convincingly argued that the term imminent should be retempt, failed attempt, failed suicide, and failed completion can suggest that the preferred outmoved from our lexicon because of its lack of If we accept the construct of ambivalence beresponsible drinking, sensible drinking, dangerous drinking, heavy drinking, moderate ing present in every suicidal drama, then the person dying by suicide is dying, to some dedrinking, and problem drinking. Specifically, the term responsible drinking does not refergree, despite his/her will or desire to live. Some suggest that self-annihilation may not ence the quantity, frequency measure, or even the circumstances associated with this be a rejection of life but, rather, a rejection of the ongoing pain of living. Suicidal behavbehavior. This term has no uniform definition, implicitly blames alcohol problems on ior is not evidence of moral weakness or failure, and should not bring shame and rejecthe drinker, yet encourages others to drink. There is no uniform agreement for differenttion to those bereaved or affected by the act.
For me, completed suicide remains a iating between use, misuse, abuse, and recreational use of alcohol. The definition of binge problematic term. On the one hand, the term indicates a state that is clearly distinct from drinking simply counts the number of drinks consumed, but does not take into account the other conditions such as "nonfatal suicide attempt" or "nearly lethal suicide attempt;" On time frame during which the drinks were consumed, the body weight of the individual, the other hand, it seems redundant and can suggest that the completion of a suicide was or the rate of consumption that determines the blood alcohol level, which, when elesuccessful. Nevertheless, I doubt that we will be able to rid our lexicon of this term because vated, can reach dangerous levels of impairment. Additionally it does not define the alit is used so ubiquitously, while my preferred terminology, "died by suicide," is less comcohol content of a drink. In the field of epidemiology, terms such as risk, risk factors, monly used.
and cause are, at times, inconsistently and imprecisely used, fostering scientific miscommunication and misleading research and re-
DIFFERENT DISCIPLINES HAVE DIFFERENT NEEDS
sults (Kraemer et al., 1997) . Furthermore, in risk research, imprecise terminology, or less than rigorous research reporting that results The field of suicidology draws upon the intellectual and clinical traditions of socifrom imprecise and inconsistent terminology, can impede understanding the cause and ology, psychology, medicine, epidemiology, theology, and public health, among others.
course of diseases, and may lead to inadequate clinical decision making. Each discipline has its own traditions of inquiry, vocabulary, nomenclature, classification systems, theoretical perspectives, and conceptual foundations. As a result, different
OBSTACLES TO CONSENSUS
audiences (e.g., epidemiologists, clinicians, prevention specialists, medical examiners/ There are multiple obstacles to arriving at a consensus regarding a standardized coroners, etc.) have different measures and outcomes that they seek in studying and renomenclature, including systemic, practical, and organizational obstacles. Such obstacles porting suicidal behaviors. Hence, the importance of psychological intent, motivation, include the establishment and measurement of such concepts as intent, motivation, and access to means, and medical lethality may have different weightings for different purlethality (Berman, Shepherd, & Silverman, 2003) , as well as determining which approach poses.
The difficulty in accurately describing will be used to measure these constructs (e.g., clinical judgment vs. checklists vs. scales). human behaviors that are mutually exclusive exists for other related scientific fields as well.
Furthermore, determinations need to be made as to the appropriate weighing of the In the field of alcohol studies, confusion exists in clearly delineating the following comcontributory roles of psychiatric diagnosis (biology), psychological perturbations (psymonly used behavioral terms: binge drinking,
530
The Language of Suicidology chache), emotional reactivity (impulsivity), ence of certain clinical types and clinical presentations, hence we have few evidenceand genetic predisposition. A very critical obstacle is the resistance to deleting certain based practices or standardized protocols that are linked to well-defined clinical presentapoorly defined terms from our lexicon and substituting more precise terminology. For tions.
As the field of suicidology matures and example, the term completed suicide arose to distinguish a death by suicide from other the research and clinical endeavors become more sophisticated, however, we are becomclosely related terms (e.g., suicidal, suicidality, suicidal behaviors, nonfatal suicide, near ing more sensitive to, and aware of, the cognitions, emotions, and behaviors that are aslethal suicide attempt, etc.). Although wellestablished in our lexicon, the use of this sociated with the full range of self-destructive behaviors. As the field advances the language term is objectionable to many.
of suicidology needs to accurately reflect our evolving understanding and knowledge base of suicide. We need to work toward standard-
CONCLUSIONS
izing definitions of terms in order to better communicate and better compare research The field of suicidology lacks a common nomenclature, operational definitions, and clinical populations. We need to minimize the subjectivity of labeling behaviors common investigative protocols, and a classification system to know whether the type of and develop mutually exclusive operational definitions with clinical examples. To that clinical presentation observed or reported has a name, a prognosis, or a proven treatment.
end I propose that an international summit be convened to address the language of suiWe lack the explicit protocols and procedures that allow us to rule in or rule out the prescidology.
